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Abstract 
Transprofessional education (TPE) is an important extension of interprofessional 
education (IPE). In order to explore it further, a TPE programme was developed in a 
community in Japan. The research question was 'How health professionals and lay 
people learned with, from and about each other in a TPE program'. 
   The study was conducted in a community-based hospital and its related local 
community in Japan. Ethnography was the methodology used and the study participants 
were six lay participants from the community and five professionals working in the 
community-based hospital. During the health education classes, the author acted as a 
participant observer. The interview data and field notes were analysed using a thematic 
analysis approach. 
   The findings showed both healthcare professionals and lay participants learned 
through three stages; uniprofessional, interprofessional, transprofessional stage. The 
transformation was driven by dynamic interaction of the following four factors; 
clarification of agendas, identity transition, expanding roles and reinforcement of ties. 
Through the process, they became to feel collective efficacy and advocated inter/ 
transprofessional learning experiences. I believe TPE has big potential and hope this 
study helps all the healthcare professions to reflect on their inter/transprofessional 
learning. 
(189 words in abstract) 
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INTRODUCTION 
  
In recent years, Japan has been experiencing the most rapid acceleration of aging 
population that the world has ever seen. (Naohiro Ogawa.Rikiya Matsukura, Amonthep 
Chawla, 2010) The National Institute of Population and Social Security Research 
projects estimated that the people age 65 and older will account for 39.9% of the total 
population in 2060. (Perelli-Harris et al., 2010) In medical practice, we have been 
seeing more and more elderly patients, with multiple coexisting chronic conditions and 
geriatric syndromes. (Imazio et al., 2008) Elderly people also tend to have social and 
economic difficulties in addition to the bio-medical problems, (Karataş & Duyan, 2008) 
which make the care of the elderly more complex. To provide the frail elderly with 
better quality of care, collaboration between all healthcare professionals involved in that 
care is essential. (Robben et al., 2012) To achieve this, interprofessional education (IPE) 
is necessary to prepare the healthcare professionals to work in this way.(Gilbert, Yan, & 
Hoffman, 2010) In 2010, The World Health Organization (WHO) published the 
report ”Framework for Action on Interprofessional Education and Collaborative 
Practice”. This recognized interprofessional collaboration in education and practice as 
an innovative strategy in mitigating some of the global issues in health, such as the 
ageing population.  
 
At the same time, there has been increasing emphasis on patient involvement in the 
education of healthcare professionals based on a concept that “patients are experts on 
their own personal and cultural context and their own stories of illness” (CAIPE；Centre 
For The Advancement Of Interprofessional Education, 2002; Towle et al., 2010). Frenk 
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et al. suggested that transprofessional education (TPE; IPE with nonprofessionals / lay 
people) is an important model which should be promoted as much as IPE. (Prof Julio 
Frenk MD et al., 2010) Taylor and Ewan also noted that transprofessional working 
needs fluidity of practice and understanding of professional boundaries.(Taylor & 
McEwan, 2012) It is essential for healthcare professions to make a decision with 
patients about their care as they are experts of their own illness. In addition, it is also 
necessary for healthcare professionals to collaborate with lay people when promoting 
community health because they are experts on their own context. Now we know that 
teamwork that includes non-professional health workers is of great importance for 
complex health systems.(Prof Julio Frenk MD et al., 2010) However, previous studies 
about patient involvement in education mainly come from uniprofessional (medicine 
(64%), nursing (15%) and social work (11%)) and only 9% from multi- or 
interprofessional. (Towle et al., 2010) Therefore promoting TPE, collaborating with 
non-professions, is necessary. However there is few literature on TPE case reports, 
though I find several papers explaining its related concepts. 
 
Within this context, in 2010 a transprofessional education (TPE) programme for lay 
people and healthcare professionals was developed and delivered in hospital X. The first 
research question of this study was to clarify what healthcare professionals and lay 
people learned during/ after the TPE program. Through answering this question, I tried 
to fill the gap between the concept (or theory) and practice of TPE.  
In addition, the purpose of the TPE program was to build partnership between lay 
people and health professionals through health education classes. In TPE, very few 
studies have revealed the process of learning - how health professionals and lay people 
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worked and learned interactively(Jill Thistlethwaite, 2012). The second research 
question of this study was; 'How do lay people and health professionals in a community 
learn with, from and about each other in a transprofessional education program?' 
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METHODS  
 
Transprofessional education(TPE) program 
I developed transprofessional education (TPE) programme for lay people and 
healthcare professionals in 2010 and delivered in hospital X, a community-based 
hospital in Tokyo, Japan, and in the local community within easy visiting distance of 
the hospital where 16 % of the population is aged 65 and over. The author, an academic 
general practitioner, developed this TPE program which included seven health 
education classes for five healthcare professionals in hospital X and six lay participants 
living in the local area, by analysing health education needs, setting objectives, deciding 
learning contents and choosing style of form, with reference to Harden’s 10-step 
approach in developing a curriculum (Table 1) (Harden & Davis, 1995).  
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Table1: Curriculum developed by modified Harden’s 10-step Approach 
 Methods Results 
Analysing 
needs 
JH conducted two focus groups, 
one for five healthcare 
professional participants (doctor, 
nurse, physical therapist, 
pharmacist and dietician) and the 
other for five lay participants. 
The healthcare professional 
participants wished to share their 
expertise with other staff and the 
community members; the 
community members wished to 
develop better relationships with 
the healthcare professionals. 
Setting 
objectives 
The healthcare professional 
participants held two face-to-face 
meetings and an email-based 
discussion, and the lay 
participants held one face-to-face 
meeting to set the objectives. 
a. To understand the importance 
of IPE through interaction.  
b. To enable the lay and 
healthcare professional 
participants to get to know each 
other more. 
Deciding 
learning 
contents 
Ideas were extracted from both 
the lay and healthcare 
professional participants by group 
discussion. 
a. Foot caring,  
b. Selection of shoes,  
c. Supplement and 
complementary food,  
d. Advance directive document 
and Family care 
Choosing 
style of form 
The healthcare professional 
participants selected several 
interactional learning methods 
facilitated by JH. 
 
a. Interacting lecture 
b. Workshop  
c. Narrative session 
d. Demonstration 
e. Simulation 
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The term “health education” is used in accordance with the WHO’s definition, “any 
combination of learning experiences designed to help individuals and communities 
improve their health, by increasing their knowledge or influencing their attitudes” 
(“Health education;World Health Organization,” 2014). Each health education class was 
carried out based on the following cycle; pre-meeting, public bulletin, session and two 
debriefing meetings (Figure 1). The debriefing meetings were organized a few days 
after each session, the one for the healthcare professional participants and the other for 
the lay participants, both facilitated by author to share participants’ perspective, values 
and standpoints. 
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Figure 1: Cycle of a health education class 
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Seven health education classes included six classes with five different themes (e.g. 
end of life care) followed by the reflection session as the seventh class (Table 2). In all 
the classes, interaction among participants was promoted by small group discussion 
(Figure2).  
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Table 2: Themes of health education classes  
 Date Main instructor Theme Leaning methods 
1 June 9  
2010  
2 hours                      
 Author 
(Physician) 
Communication for  
connection 
Interactive lecture 
and workshop 
2 July 25  
2010 
2 hours 
Nurse 
Nail care 
– Tinea pedis and 
ingrown nails 
Interactive lecture 
and simulation 
3 August 29  
2010 
2 hours 
Physical therapist 
How to select the 
right shoes and how 
to walk in right way 
Interactive lecture 
and demonstration 
4 
 
November 23  
2010  
2 hours  
Physician End of life care 
Narrative session 
and workshop 5 December 12 
2010  
2hours 
6 February 6  
2011 
3 hours 
Pharmacist, 
dietitian 
Efficacy of 
supplement and 
complementary food 
Interactive lecture 
and workshop 
7 March 5  
2011 
2 hours 
All lay 
participants and 
health 
professionals 
Reflection session Small group work 
14 
 
 
Figure2: Interactive sessions (diagramed by photos in participatory observation) 
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 Study participants  
Participants were recruited to the TPE programme from lay participants within easy 
visiting distance of the hospital and healthcare professionals in the hospital X, using 
convenience sampling (Babbie, 2007). First, lay participants candidates were selected 
by the administrative staffs in the hospital X. Then, JH sent them letters to confirm their 
willingness to participate in the study. In the end, six female lay participants aged 
between 60 and 80 agreed to participate in the study. All their backgrounds were 
different. Some have worked as nursery teacher before, others have been housewives. 
Some had been having chronic disease, others had experiences of being admitted to the 
hospital.The healthcare professional participants candidates were five 24 to 30-year-old 
healthcare professionals (physician, nurse, pharmacist, dietician, and physical therapist) 
working in the hospital X. JH directly asked them to participate in the study and all of 
them confirmed their willingness to cooperate.  
 
Methodology 
I used ethnography as the methodology for this study. Ethnography is a social 
research methodology “occurring in natural settings characterized by learning the 
culture of the group under study and experiencing their way of life before attempting to 
derive explanations of their attitudes or behaviour”(Goodson & Vassar, 2011). It is 
usually used in a single setting, and data collection is mainly conducted by participant 
observation and interviews (Atkinson & Pugsley, 2005). In this study, I did participant 
observation combined with focus groups (FGs) for two years in total. 
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Data collection 
   During the programme, JH conducted participant observation and took field notes 
on behaviours and attitudes of all the study participants in each health education class. 
JH described the data during the classes and then asked for responses from the 
healthcare professional participants by emails. The contents of the field notes were 
modified and/or added as necessary based on the responses. In addition, in January and 
February 2011, a 90-minute FG for the six lay participants and a 120-minute FG for the 
five healthcare professional participants were carried out. In the FGs, participants were 
asked about their behavioural changes as part of evaluation of the TPE program.   
After the completion of the program, JH continued participant observation until 
March 2012. JH also conducted monthly FGs for the healthcare professional 
participants from August 2011 to January 2012 (Table 3). I asked two questions here; 
how their behaviours had changed after participating in the TPE program and how they 
perceived these changes. The FGs were terminated in January 2012 because we 
recognised that data had been saturated (Morse, 1994) In addition, I asked to write a 
reflective document for a nurse who attended only one FG, which was also used as data. 
To take a multifaceted approach, I also used photos taken in the health education classes, 
pictures drawn by healthcare professionals and the newsletters written by lay 
participants in this study (Figure 2). 
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Table 3: Focus groups: dates, locations, duration, and participants 
 
Date Location Duration Participants 
January 12 
2011  
Meeting room in 
the community  
90 min the six lay participants 
February 6 
2011 
Café 120-min physician, nurse, pharmacist, 
dietician, physical therapist 
August 31 
2011 
                       
Meeting room in 
the hospital X 
120 min physician, pharmacist, dietician 
September 7 
2011 
Meeting room in 
the hospital X 
120 min   pharmacist, dietician, physical 
therapist 
September 30 
2011 
Pub 120 min pharmacist, dietician, physical 
therapist 
October 5 
2011 
Pub 120 min                pharmacist, dietician, physical 
therapist 
December 1 
2011 
Pub 120 min physician, pharmacist, dietician, 
physical therapist 
January 25 
2012 
Pub 120 min 
                
physician, pharmacist, dietician, 
physical therapist 
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Analysis 
   All of the FGs were audiotaped and transcribed verbatim with confirmation by 
participants as member checking. A thematic analysis method was used to analyse the 
interview data and field notes. (Braun & Clarke, 2006) The data were iteratively read 
and coded for emergent themes by JH. The data were coded deductively from research 
questions, and then inductive codes were emerged. In addition, the transcripts were read 
separately by another researcher and the identified themes were discussed together from 
2011.1 to 2014.10. (Figure 3) The total discussion time was for around 100 hours. This 
process was adopted to achieve richer interpretation of the data. First we analysed data 
using the Kirkpatrick’s model to clarify what healthcare professionals and lay people 
learned during / after the TPE program. The Kirkpatrick’s model is now widely used to 
evaluate educational interventions.(Yardley & Dornan, 2012) We can evaluate the 
following four levels with this model; (1) learners’ reactions, (2A) attitude / (2B) knows 
and skills, (3) behavior and (4) their impact on the organizations for which the learners 
worked.(Kirkpatrick, 1977) Second we clarified how healthcare professionals and lay 
people learned during / after the TPE program. We developed a model to illustrate the 
dynamics of learning of both healthcare professional and lay participants from this 
analysis.  
 
   This study was reviewed and approved by the ethical committee of Hospital X. 
Ethical issues considered sampling, informed consent, confidentiality of participants. 
All participants were provided written consent for the observation and FGs. 
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Figure3: The process of data analysis 
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RESULTS 
  
1. Included participants 
   Though I was not able to observe two lay participants for one year after completing 
the TPE program because they became sick from their chronic diseases (rheumatic 
arthritis, dementia, etc), I was able to follow all the other participants by March 2012. 
 
2. What healthcare professionals and lay people learned during / after the TPE program? 
(Table4) 
Through the TPE program, the healthcare professionals and lay people nurtured trust 
between them. In addition, healthcare professionals have accepted their differences 
through developing the health classes, and this enabled them to become understanding 
other healthcare professionals’ behavior and terms. On the other hand, lay people came 
to affect toward their community and their health literacy was enhanced through TPE 
program (cutting nail and end of life). Furthermore lay people came to construct 
relationships with healthcare professionals, promoted by the health education sessions 
in which subjects closely related to daily life were chosen. Through this process the 
healthcare professionals came to respect the lay people. Here, they learned with, from 
and about each other.  
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Table4: Program evaluation using Kirkpatrick’s model 
 Healthcare 
professionals 
Lay participants 
1 Response  “I don’t feel lonely 
because other healthcare 
professions and the 
facilitator support me.” 
(Dietician)  
 “We feel comfortable. 
We can have common 
aims”(Physical therapist) 
 “Working for the 
community and my view of 
the community has 
strengthened.”(Nurse) 
“At first we didn’t know 
other healthcare 
professionals and lay 
people. Through the TPE 
program we now know 
about each other and  
understand the hopes of lay 
people “(Someone in 
healthcare professionals) 
 “We attended the 
first meeting and 
continued throughout 
the year. The process 
reminded us  of the 
importance of 
community”(interview
) 
 “I am glad to see 
you, you are like my 
grandchildren.” 
“My friends said “ I 
would like to go the 
health education 
session and look 
forward to seeing the 
healthcare 
professions””(Intervie
w) 
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2A Attitude  “We had not met 
healthcare professionals in 
hospital. But now we can go 
to other healthcare 
professions if we have 
questions.”(Nurse) 
“I made friends with a 
nurse through this project. 
Now, I try to talk with other 
nurses in 
hospital”(Dietician) 
“I feel the distance 
between us and the 
community is becoming 
closer step by 
“We are motivated by 
the healthcare 
professionals. Their 
efforts inspire us.” 
Lay people enjoyed 
talking in the last 
session, reflecting on 
the TPE program 
with healthcare 
professionals.(Partici
pant observation 
2011.3) 
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step.”(Someone in 
healthcare professionals) 
2B Knowledge 
/skill 
 “We acknowledge that 
we did not know about each 
other” 
“ I understand my own 
specialty when discussing 
disciplinary boundaries and 
reflecting on our own 
profession. 
 “I have learned 
some things because 
before, I did not know 
my foot size or how to 
cut my  toe nails.” 
 
3 Behavior “We know the opportunities 
to consult dieticians is 
increasing .The reason is 
that the dietician has a very 
important role“ 
The doctor, pharmacist and 
nurse presented the project 
to their own professional 
colleagues  
 “ I can cut my nails 
now  and prevent an 
in growing nail” 
”I’ve never thought 
about dying. 
Considering my age, I 
have to think about 
how I am dying. I was 
inspired by this 
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education session. ” 
(interview)” 
 “We have been able 
to take this project 
forward because the 
healthcare 
professionals 
collaborated with us in 
the 
activities.”(interview) 
The lay participants 
and healthcare 
professionals agreed 
learning content 
enhanced participants’ 
learning and it enabled 
them to build 
relationships with 
other community 
members.(participant 
observation 2011.11) 
4 Organization “We realize the number 
of healthcare professionals 
and associated patients is 
“We realize we are 
changing through this 
project. 
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large in hospital. We use 
written records to share 
information so we have to 
write them so that other 
professionals can read and 
understand them.(Dietician)    
Simultaneously our 
community is also 
changing.(interview) 
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3. How do lay people and health professionals in a community learn with, from and 
about each other in a TPE program?  
 
By reflecting the whole data focused on the learning process, we extracted three 
stages. 
 
1. First stage  
Healthcare professionals 
The healthcare professionals were used to work within their professions and did not 
even know what the other healthcare professionals did. This was a typical 
uniprofessional perspective. 
 
“I thought nurses and doctors would have known more about pharmacists.” 
(Pharmacist) 
“Nurses looked stern, so I did not feel able to ask questions.” (Dietician) 
“I thought only doctors did health education, not us.” (Nurse) 
“I used jargons unconsciously even if other professionals did not know their 
meanings”. (Physical therapist) 
 “There are few opportunities to work with other professionals as a team.” 
“First, I felt lonely because other professionals (except me) talked with the words which 
I did not know at all.” (Dietician)  
 “First, I thought, “Why should I commit it (the TPE program)”,and I was reluctant to 
participate in it.” (Nurse) 
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Lay participants 
The lay participants were used to paternalistic relationships with healthcare 
professionals. The lay participants had their hierarchical relationship or no connections 
within their own group. Their perspectives was similar to uniprofessional one because 
they lived in the same community but did not know what other lay people wanted to.  
 
  “We really appreciate you came over here. We know you are so busy working at the 
hospital.” (Participant observation in May 2010) 
When the lay participants were asked by the author as a participant observer “what 
did they want to do (learn)?”, no one answered anything. They said, “We would like 
YOU to tell us what you want to do, then we will consider how we can help.” A few lead 
the group of lay participants and others just followed. (Participant observation in May 
2010) 
“Most of the training programs I have attended so far were lectures done by 
physicians or physiotherapists.” (Interview with lay participants) 
 “We are not used to active learning style.” (Interview with lay participants) 
 “At first I felt uneasy when I knew that so many hospital staff would join. I had no idea 
how it was going to be.” (Interview with lay participants) 
We could not identify the needs of lay participants through questions. However, when 
the author gave examples, the lay participants started to show interest by nodding to the 
author’s comments. Although the lay participants had latent needs, these were not yet 
tangible or the lay participants were unable to verbalize them. In order to build 
relations, the authors intrinsically motivated the lay participants by asking questions as 
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necessary, rather than extrinsically doing so by setting objectives for them. (Participant 
observation May 2010) 
Based on the reflection, we clarified the needs of lay participants by using a 
whiteboard and subtly guiding them so that they could visualize their needs. We also 
made an annual plan together. Through this process, we made lay participants feel 
comfortable with letting professionals do some tasks so that they could feel confident in 
participating in the program. (Participant observation June 2010) 
 (I found that) lay people made a house-to-house visit to hand out flyers to draw 
people’s attention, without telling the healthcare professionals. They later told me that 
they had felt pressure of bringing many attendees from the community because a 
number of healthcare professionals participated. (Participant observation November 
2010) 
 
2．Second stage  
Healthcare professionals 
Taking up specialty-boundary themes enhanced mutual learning between 
professionals, which promoted them to understand their own speciality and their roles 
within the organization as well as created a feeling of closeness beyond each profession. 
Here two or more professionals learn with, from and about each other to improve 
collaboration. Perception they received from other professionals also strengthened their 
own professional identity. 
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“As we discussed specialty-boundary domain, like supplement and complementary 
foods..., I thought should have known more about my field of specialization.” 
(Pharmacist)   
 “As I was listening to the pharmacist explaining the difference of acetaminophen and 
NSAIDs, I came to understand why a certain painkiller is used for a certain patient, and 
now I understand my patients more.” (Physiotherapist) 
 “In the education classes, other healthcare participants looked professionals. So, I 
wanted to be recognized as a professional as well.” (Dietician) 
“Each healthcare professional created a good relationship with each other. Now I feel 
easier to ask a question about other health professionals. Each participant became a 
hub in each professional.”(Nurse and Pharmacist) 
 “No I understand more on my standpoint through lens of other professionals. I became 
more interested in my professionals.” (Pharmacist) 
 “I was moved by other highly motivated participants.” (Pharmacist) 
 “I was able to deliver a good lecture because we had diverse perspectives.”(Nurse) 
 
Lay participants  
The lay participants discovered unique characteristics of their local community by 
being involved in the health education classes. They were able to share and identify 
various problems in the local area they lived in. Furthermore, they played a role as 
health advocates in the community through discussing health-related topics that they 
encountered in their daily life. These experiences were the opportunities for them to tie 
with other lay people and strengthened relationships among them. They learned with, 
from and about each other to improve their quality of life. 
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“When I was handing out flyers, I found a unit smelling awful. I called the police, 
then we found one elder person dead and another starving.” (Interview with lay 
participants) 
   “I have seen someone teaching his friend how to clip nails properly. The impact of 
the classes seems to have spread through participants.” (Interview with lay 
participants) 
   “(First) it was hard to attract lay people, but as we continued, people came to a 
class on regular. As the number of attendees increased, trust was nurtured, which led to 
more attendees.” (Interview with lay participants) 
“I felt that we were motivated to activate the community.” (Interview with lay 
participants) 
 “I did not realize the structure of the apartment was so complex until I was involved 
in handing out flyers.” (Interview with lay participants) 
“When inviting someone to some gathering, it was easier for me to ask someone who I 
met at this program.” (Interview with lay participants) 
 
3．Third stage (=Transprofessional Stage)  
 The healthcare professionals became realizing the lay people’s problems as their own 
affairs and the lay people noticed the healthcare profession’s roles in their own 
community by the debriefing meetings. Especially in the 7
th
 health education classes 
(reflection session), they shared their perspectives and understood their roles, values, 
positions and problems beyond their standpoints. Through the interactions in a series of 
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health education classes, they became to feel a partnership and an emotional attachment 
with each other. Here transprofessional learning occurred.  
 
Healthcare professions 
 “They (lay participants) wanted to solve the issues and change our community. So, 
together, we made it.” (Interview with healthcare professionals) 
 “Attending a health education program for healthy individuals was a good experience 
as I was able to learn about things I did not think of before, such as what they are 
interested in or what they want to know.” (Nurse Reports) 
“These classes stimulated both the lay participants and us (healthcare professions) to 
be more energetic” (Interview with healthcare professionals) 
Healthcare professional participants felt annoyed because they were not used to deal 
with questions difficult to understand, sudden or not contextualized (Participant 
observation August 2010) 
 In the last reflection session all participants joined, healthcare professionals realized 
for the first time how much they contributed when listening lay people’s learning 
experience. (Participant observation March 2011) 
 
The picture (left in the figure 4) showed healthcare professional and lay participant 
worked and learned as a team to create a community (Figure 4) 
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Figure4: Simplified the picture drawn by healthcare professionals 
 
 
Lay participants 
 “We would not have achieved such (work) without their (healthcare professionals’) 
cooperation. We worked together.” (Interview with lay participants) 
“My friends said, ‘I would like to go the (health education) session because I like him 
(or her)’” (interview with lay people) 
Lay participants said, ”it (the program) was meaningful because the topics (of the 
session) were familiar to us and we could tell our friends what we learned. First we did 
not understand what to do in the session, but I became feeling it easier to ask questions 
to healthcare professionals. (Participant observation March 2011) 
Since around then, lay people have participated in a series of classes actively. They 
gave their opinions about not only the contents but also the order of the session. 
(Participant observation November 2010) 
33 
 
“Through this opportunity I realized that we needed to corporate more with each other 
(healthcare professionals and lay people), which I did not think about before.” 
(Interview with lay participants) 
 “I thought we would not be able to plan a class (if healthcare professionals did not 
support the classes). So, (we made it because) the topics seemed suited to our 
community.” (Interview with lay participants) 
“We felt very close to them (the healthcare professionals). When we saw some (of 
them) on other occasions, we felt like cheering”. (Participant observation in the 
reflection session) 
 
4. Fourth stage 
  Once reached the transprofessional stage, they advocated interprofessional and 
transprofessional learning within and beyond their community.  
 
Healthcare professionals  
The healthcare professionals set up an IPE committee in their hospital as a hub of 
people in different professionals, and served as a promoter of collaboration. 
(Participant observation after TPE program) 
The physicians and pharmacists actively participated in academic conferences to 
publicize this program to many people. The nurse wrote articles (about their activities). 
(Participant observation after TPE program) 
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Lay participants 
Some lay people said, “We should not limit conducting this program to this area. Why 
not doing the same in other areas where the relationship between healthcare 
professionals and lay people was weak.“ (Participant observation March 2011) 
To let other people know the program, the lay participants made a poster presentation 
at a local networking event and published community papers (about their activities), 
which helped to enhance their sense of self-efficacy. (Participant observation after TPE 
program) 
 
We extracted the both healthcare professional and lay participants learned through 
three stages: uniprofessional, interprofessional and transprofessional stage, as their 
relationships changed. (Figure 5) The representative data in each stage were described 
above. Furthermore, once both healthcare professional and lay participants reached the 
transprofessional stage, they became advocates of inter/transprofessional learning 
within and beyond their community. 
 
Figure5: Three stage into transprofessional education 
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DISCUSSION 
   
Through the program evaluation, we clarified what both healthcare professionals and 
lay people learned with, from and about each other. This was an outcome of our 
program and we clarified IPE beyond the professionals occurred in it. This can be 
described as TPE “transprofessional education” beyond IPE. 
 
Furthermore, we clarified how health professionals and lay people learned with, from 
and about each other in a TPE program. Both healthcare professionals and lay 
participants learned through the three stages: uniprofessional, interprofessional and 
transprofessional stage. 
 
In the uniprofessional stage, both healthcare professionals and lay participants tended 
to reflect positively on groups they belong to (in-group favouritism) or negatively on 
their external group (prejudices by selective perception) (Paradis et al., 2014). The 
interactions were negligible, therefore their ties were absent. (Granovetter, 1973) Both 
participants also did not recognize the problems within their own groups because they 
had little sense of belonging to their own. Their perspective was limited. 
 
In the interprofessional stage, healthcare professional participants came to understand 
other professional roles more in comparing with their own, and overcame the lack of 
interprofessional collaboration in the hospital. Lay participants were working and 
learning together as health advocates in their community. Both participants widened 
their perspectives through interacting among themselves by sharing the health problems. 
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They strengthened their ties and felt more equal within each group. Here both 
participants went beyond their uniprofessional stage. 
 
In the transprofessional stage, both participants came to cross boundary through 
sharing the standpoint of healthcare professionals and lay participants in a series of 
classes. Through their interaction, healthcare professionals came to understand lay 
people’s problem more that were not recognized as common agendas before. In addition, 
both of them recognized that they were important partners in their local community, 
which gave them a sense of belonging to it. They developed strong ties with each other 
that constituted a base of trust. Here they learned with, from, and about each other 
beyond the interprofessional stage.  
 
Reflecting on the transformation of the three stages, first, we found that the reflection 
(the debriefing meetings and the 7
th
 health education class (reflection session)) was one 
of the keys to promote inter/transprofessional learning. Here both participants clarified 
the agendas by sharing their experiences, through which they learned interactively. 
Second, we found that the three stages of healthcare professionals, the sequence of 
uniprofessional, interprofessional and transprofessional corresponded to their identity 
transition (Ibarra, 2007). Both participants explored new possible selves and integrated 
an alternative identity. Third, we recognized that both participants successfully 
expanded their roles. This experience gave them confidence and motivation, which in 
turn made it possible for them to proceed the stage (e.g. from IPE to TPE). Last, the 
series of their learning experiences affected atmosphere of all health education classes 
and strengthened ties among healthcare professionals and lay participants. Their strong 
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ties functioned as greater motivation to rebuild their exiting community. (Krackhardt, 
1992)  
As described above, the transformation from uniprofessional to transprfessional 
learning was driven by dynamic interaction of the following four factors; clarification of 
agendas, identity transition, expanding roles and reinforcement of ties.(Figure 6) 
Through this process, both participants became to feel collective efficacy; a group’s 
shared belief in its conjoint capabilities to organize and execute the courses of action 
required to produce given attainments(Bandura, 1997).They became to be able to share 
responsibility for their community across boundaries and advocated inter/ 
transprofessional learning. 
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Figure6: The process of dynamic interaction to feel collective efficacy 
 
 
The strength of the study was that we clarified the process of TPE, how healthcare 
professionals and lay people learned together. This study was also one of the few 
studies conducted by ethnography in interprofessional education which we believe 
should be more adopted. (Atkinson & Pugsley, 2005; Goodson & Vassar, 2011; 
Gotlib-Conn, 2010)  
 
This study had several limitations. First, the data was obtained from a single 
programme implemented in a single region in Japan, and the healthcare professionals 
and lay participants were biased because of convenience sampling. Multi-centred study 
is warranted. Second, we did not describe how we managed the health education 
programme including explaining principles of interprofessional education and 
developed the transprofessional collaboration with healthcare professionals and lay 
participants in details. Third, the data were obtained only for two years. Studies 
clarifying long-term process should be the next step.  
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CONCLUSION 
   In this study, we clarified how healthcare professionals and lay participants learned 
with, from and about each other. In our TPE program, they learned through the three 
stages; uniprofessional, interprofessional and transprofessional stage. We argued that 
TPE could foster collaboration with healthcare professionals and lay people and have 
big potential. We hope this study helps all the healthcare practitioners involved in 
interprofessional and transprofessional education to reflect on their programmes to 
improve them. 
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